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Quarterly Progress Report  

Child’s Name: __________________________ Date of Birth: ______________  Date of Report: __________   

IFSP Date: __________ Consent on file:    Recipient: _____________________________ 

Support or Intervention Child is Receiving  
TL-Team Lead    JV-Joint Visitor 

 

Child and Family Outcomes: 
 

           
          Evaluation/Assessment   

 
          Developmental Special Instruction   

 
         Family Support, Training,  

 
         Occupational Therapy 

 
           Physical Therapy 

 
         Speech-Language Therapy 

Progress since last report: 
 

 
        Assistive Technology 

    
        Other (Cued language, nutrition, social work, 
psychological services, orientation & mobility) 
 

 
        Hearing Specialist 

 
        Vision Specialist 

 
Recommendations:  
 
 
 

*If you have any questions regarding this report, please review it with the family or contact the individual below.  

(Print) __________________________ (Signature) ______________________________      __________ 
                              Team Lead                                                                                                    Date  

(Print) ________________________________________________            _______________________          
             Service Coordinator      Phone No.                                                             

     
[AzEIP Program] 


